recommend a hydrolysate formula. The incidence and severity of eczema in the infants fed a casein hydrolysate formula were significantly reduced compared with those in infants fed conventional cows' milk or soy milk formulas. The incidence in the hydrolysate group was comparable with that in the breast fed infants whose mothers took dietary precautions during lactation, though the eczema was more severe. The incidence in the hydrolysate group was significantly lower than that in the breast fed group whose mothers were not on a restricted diet. In our prospective randomised study soy milk formula did not offer any preventive advantage in high risk infants, as also reported by others.' 6 1 In conclusion, mothers of infants with a family history of atopy should avoid common allergenic foods while breast feeding. Alternatively, the infants should be fed a milk hydrolysate formula. Merrett Patients-Forty five patients (20 women) with a mean age of 30 (SD 7) years and a mean duration of diabetes of 18 (7) years at onset of persistent proteinuria were followed until death or for at least 10 years.
Interventions-Antihypertensive treatment was started a median of three (0-13) years after onset of nephropathy. Four patients (9%) received no treatment, and 9 (20%), 13 (29%), and 19 (42%) were treated with one, two, or three drugs, respectively. The median follow up was 12 (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) Biopsy specimens were taken from the kidneys of the three patients who had had diabetes for less than 10 years, and diffuse diabetic glomerulosclerosis was found in all three.
Antihypertensive treatment was started if at least three consecutive measurements showed a diastolic blood pressure ¢e95 mm Hg (28 patients) or if the patient had fluid retention and a sustained diastolic blood pressure of ¢n90 (13 patients) . Four patients remained normotensive during the observation period. Nine patients were treated with frusemide or bendrofluazide, 13 with a diuretic together with metoprolol (9 patients) or captopril (2) or methyldopa (2) . The 19 patients receiving triple treatment took one of these drugs, a diuretic, and hydralazine. We aimed at achieving a stable reduction in diastolic blood pressure to below 90 mm Hg.
The patients visited the clinic every two to four months during the whole follow up period, which lasted a mean of 12 (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) 2) and the overall mortality was 31% (14 ratio, age at onset of diabetes, and criteria applied for Uraemia (serum creatinine concentration the clinical diagnosis of nephropathy. The median ,l/1) was the main cause of death (9 patients) calendar year of the diagnosis of diabetes was almost by cardiovascular causes (table I) . The the same in our study and two of the previous three ying from non-renal causes had normal or studies ( All our patients had a normal diabetic diet without salt or protein restriction. We previously found a protein intake of 1 I g/kg/day in our insulin dependent diabetic patients with nephropathy,2 which is comparable with the intake reported in other proteinuric insulin dependent diabetic patients taking a normal ______________________________________ diabetic diet (1-3 g/kg/day and 1 1 g/kg/day. '6 17) 78 1981 1982 1984 1986 1988 Furthermore, Nyberg et al found no evidence that Year dietary protein is important in the progression of n creatinine concentration related to deaths among insulin diabetic nephropathy in insulin dependent diabetics. 7 abetic patients receiving effective antihypertensive treatHyperglycaemia is well documented as a factor of the 45 patients were normotensive during study and ntihypertensive treatment. Fourteen patients died: nine Of of pathogenetic importance in the development of alfailure (0), three of acute myocardial infarction (A), diabetic nephropathy, but it loses its importance once iscellaneous causes (A); 31 patients survived (0) at end clinical diabetic nephropathy has developed.2 1820 Improved metabolic control achieved by continuous subcutaneous infusion of insulin does not reduce the in rate of decline in glomerular filtration rate in diabetic nephropathy.2' Nyberg et al suggested that hyperthree previous studies that described the nprpty glycaemia is a risk factor for the progression of clinical diabetic nephropathy in insulin dependent diabetic nephropathy in insulin dependent diabetic ?atients,'24 the cumulative death rate 10 patients with impaired renal function (glomerular ronset of nephropathy ranged from 50% to painswt2mpie 2ea ucto goeua filtration rate <50 ml/min),22 but Main outcome measure-Grip strength and bone mineral content after six weeks and at six months after the exercises had stopped.
Results-The bone mineral content of the women's forearms was measured with a densitometer and the grip strength with a semi-inflated bag connected to an anaeroid barometer. Measurements before exercise showed that the two variables correlated closely, irrespective of age, and that there were significant differences in both between the dominant and non-dominant arms of the volunteers. After six weeks of exercise there was a mean increase in grip strength of 14-5% (95% confidence interval 9-9 to 19-2%) and in bone mineral content of 3-4% (1-4 to 5-3%) in the stressed forearms of the 77 women who attended for examination. After six months without exercise the improvements in the 33 women who attended for follow up had reversed. Women who had had a fractured forearm (n= 13), however, had continued to gain grip strength and bone mineral content in the arm that had not been injured.
Conclusions-Grip strength in the forearm is a good indicator of bone mineral content. Both variables may be increased by brief periods of stressful exercise. If this principle can be applied to the whole skeleton it may provide a means of reversing osteoporosis.
Introduction
Physical activity is commonly accepted to have some role in preventing and treating osteoporosis,'3 but the role is unclear.4 Female marathon runners, for example, may become osteoporotic,5 and infantry recruits subjected to severe exercise developed either hypertrophy of the tibia or stress fractures.6 Pathological bone remodelling was shown by Wolff nearly a century ago,7 and Nilsson and Westlin showed that localised changes in bone density in athletes were related to the stresses put on their arms and legs during their particular sport.8 Rubin and Lanyon produced an osteogenic response to short periods of abnormal loading in the functionally isolated wing bone of a rooster. 9 Patients with fractures of the arm or leg commonly develop a localised osteoporosis, which reverses as use returns. We examined the relation between bone mineral content in the forearm and the peak stress, equivalent to maximum grip strength, commonly experienced by the forearm and tried to modify grip strength in female volunteers and women with a fractured forearm.
Subjects and methods
We tested the grip strength of 99 women (69 volunteers and 30 patients with a fractured forearm)
